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Aim: The aims of this study were to improve responses to students in distress and
who are feeling suicidal, to help practitioners to increase their responsiveness to those
at high risk of suicide and to develop effective responses to those affected by their
deaths. The study sought to build a detailed picture of students’ patterns of service
use. Background: National suicide prevention strategies emphasise that suicide
prevention requires the collaboration of a wide range of organisations. Among these,
primary care services play a key role in relation to suicide prevention for young people
in crisis. Methods: This study, undertaken between 2004 and 2007, focused on 20 case
studies of student suicide that took place in the United Kingdom between May 2000
and June 2005. It adopted a psychological autopsy approach to learn from a wide
range of informants, including parents, friends, university staff and the records of
coroners or procurator fiscals. Twenty families gave permission for their son’s or
daughter’s death to be included in the study and agreed to participate in the study.
Informants were interviewed in person and the data were analysed thematically.
Analysis of the case study data suggested that in a number of cases students had
failed to engage with services sufficiently early or in sufficient depth. Primary care
practitioners need to be proactive in communicating concerns about vulnerable
students to student support services. At local levels, collaboration between student
support and National Health Service practitioners varied considerably and channels of
communication need to be developed.
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Introduction
In England, the National Suicide Prevention
Strategy (Department of Health, 2002) empha-
sises that suicide prevention requires the colla-
boration of a wide range of organisations. Among
these, primary care-based National Health Ser-
vice (NHS) services play a key role in suicide
prevention for young people in crisis. This study
draws on data from the Responses and Preven-
tion in Student Suicide (RaPSS) study, a national
study of 20 cases of student suicide occurring
between 2000 and 2005 in higher education
institutions (HEIs) across the United Kingdom
(Stanley et al., 2009). A multi-perspective meth-
odology allowed the accounts of parents, friends
and university staff to be brought together to
develop a picture of students’ patterns of service
use while they were at the university. Some
students had made little or no use of health or
counselling services, others had limited contact
with primary care and/or mental health services
and/or student support services, whereas others
had received intensive or timely support. In all
cases, these students took their own lives; the
intention therefore is not to compare or evaluate
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different forms of service provision but rather to
use research participants’ detailed accounts to elu-
cidate students’ attitudes towards and experiences
of primary care support services. Studying this
group of students has the potential to illuminate
understanding of how practitioners can increase
their responsiveness to those at high risk of suicide.
The higher education (HE) context
The HE sector in the United Kingdom has grown
rapidly over the last decade; both the numbers of
HEIs have increased and the size of individual
institutions has grown, with 47 of the 169 HEIs
now having more than 20 000 students (Uni-
versities UK (UUK), 2008). The UK govern-
ment’s widening participation policy (Dearing,
1997) has succeeded in encouraging over 40% of
18–20-year-olds into higher education. Although
the numbers of mature students have increased,
the 18–21 age group dominates, with 78% of full-
time undergraduates being aged under 21 years in
2004–05 (HESA, 2006).
The student population is also increasingly
diverse in terms of ethnicity, nationality and dis-
ability. International students (non-UK) number
541 470 of the whole student population in the
United Kingdom standing at 2 362 815 (UUK,
2008) and the numbers of black and minority
ethnic UK students have increased, especially
among those studying part-time (HESA, 2006),
although participation is spread unevenly across
black and minority ethnic communities (Fitz et al.,
2005). Students who have disclosed a disability
now represent 6% of the total population
(HESA, 2007), although the stigma attached to
mental health difficulties, the category most
relevant to suicide prevention, means that they
are less likely to be captured by these figures.
An increased proportion of the student popu-
lation now attends their local university and lives
at home rather than in student accommodation
(MORI and HEPI, 2005). Students from working
class or minority ethnic backgrounds where
finances are limited and where community and
family ties are particularly valued are more likely
to live at home (Pugsley, 2004; Fitz et al., 2005).
These students may be registered with local pri-
mary health services and may continue to use
them in preference to student health or counselling
services. The same applies to part-time students
who now form the majority of postgraduate and
just under half of the undergraduate student
populations (UUK, 2008).
The consequences of the rapid growth of the
sector on student well-being have been acknowl-
edged and concerns about the quality of student
experience and retention have resulted in new
resources for student support services (UUK and
Standing Committee of Principals (SCOP), 2002).
These have included some initiatives focused on
suicide prevention in the student population (see
Kracen 2002; Yeoman, 2005). However, those
working within student services (Rana et al., 1999;
Grant, 2006) argue that the development of stu-
dent support services has not kept pace with the
growth in need due to increased numbers.
Suicide prevention in primary care
The frequency of consultations with general
practitioners (GPs) increases before suicide
(Michel et al., 1997), although those making such
visits, particularly men, often fail to disclose their
suicidal intentions (Michel, 2000). Appleby et al.’s
(1996) study of 61 young suicides found that the
number of GP contacts increased in the months
before death and a pattern of increased visits in
the week before the death was particularly evi-
dent among females. Although psychological
reasons motivated most appointments, a high risk
of suicide was not identified in any of the final
consultations. However, Owens et al.’s (2004)
study of 100 cases of completed suicide in the
west of England found that 44% of those judged
retrospectively to have a mental illness had not
consulted their GP in the month before their
deaths. Among those who did consult their GP,
three-quarters were identified as having a mental
health problem and were offered treatment;
however, this intervention was not successful in
preventing suicide.
Depression in young people is known to be
under-recognised in primary care (Kramer et al.,
1997). Jacobson (2002) highlighted the paradox
that, although young adults’ negative attitudes
towards older health professionals mean that they
require more time from the GP in which to
develop a confiding relationship, they receive less
time than other patients (Gledhill et al., 2003).
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If GPs perceive that young patients have psy-
chological problems they do not always explore
these and follow-up or a management plan is set
up for only a minority (Iliffe et al., 2009).
GP education is seen as a means of improving
the effectiveness of primary health care’s perfor-
mance in suicide prevention and Rutz et al.’s
(1989) Gotland study showed a reduction in
general suicide rates following the delivery of a
suicide prevention training programme to GPs.
However, the numbers involved in this study were
small. Stanley et al. (2008) reported considerable
variation in the extent to which GPs were pre-
pared to devote time and resources to working
with young people whom they identified as at
risk of suicide and they advocate the use of case
studies for GP training in this field. A similar
approach is adopted in a toolkit on young peo-
ple’s mental health aimed at primary care prac-
titioners (Charlie Waller Memorial Trust, 2009).
Young people’s use of services
As a group, young people are generally likely to
make low use of health and other support services
(Viner and Barker, 2005). Their limited experience
of accessing professional services on their own
account may make them more likely to turn to
informal rather than formal sources of help (Jones
et al., 1997; Richardson et al., 2000) and those with
mental health needs are less likely to consult their
GP than other groups (Vassilas and Morgan, 1993;
Bebbington et al., 2000). Biddle et al.’s (2004) survey
of 1300 young adults in the Bristol area found that
the majority of those who were assessed as having a
probable mental disorder had not sought any form
of help. Young women identified as having a
probable mental disorder were more likely than
young men to access support when distressed and
help from family or friends was the type of support
most frequently utilised. Young women were con-
siderably more likely to use family and friends for
support than young men, but only slightly more
likely to see a GP or counsellor. An evaluation of
pilot projects aimed at reducing suicidality found
that young men saw GPs as lacking in empathy
and likely to restrict their response to prescribing
medication (Oliver and Storey, 2006).
In the HE context, similar patterns were iden-
tified in Grant’s (2002) study of a sample of the
student population at the University of Leicester.
Friends and family were the most frequently used
source of support cited by 65% of respondents;
the student health centre was identified as a
potential source of help by 40%, while only 7%
cited the student counselling centre as a source of
support. As with Biddle et al.’s (2004) study, those
with the most severe problems were most likely to
utilise help and women were more likely to use
GP and counselling services than men. An Aus-
tralian study (Eisenberg et al., 2007), focusing on
students with mental health problems, found a
range of factors associated with failure to receive
services including lack of felt need, being un-
aware of services (although these were freely
available in the HE setting), scepticism about the
effectiveness of intervention, low socioeconomic
background and ethnicity. Detailed accounts from
those participating in the study reported here
provided an opportunity to explore some of these
themes in more depth.
Method
This research, undertaken between 2004 and
2007, focused on 20 case studies of student suicide
that took place in the United Kingdom between
May 2000 and June 2005. The case studies were
identified through contacts with HEIs and cor-
oners or procurators fiscals. For cases identified
through HEIs, contact was made in the first
instance with the head of counselling or student
services who approached the student’s family for
permission to include the case in the study; cor-
oners or procurators fiscals were asked to contact
families in the same way. In total, 48 letters were
sent to families from someone who would have
been known to them. Twenty families gave per-
mission for their son’s or daughter’s death to be
included in the study and agreed to participate in
the study. This level of response may be attrib-
uted in part to letters sent some years after the
death failing to reach families, but some families
clearly chose not to participate.
The study used an adapted version of the
psychological autopsy approach (Beskow et al.,
1990). Rather than focusing on a single informant
(usually a parent of the person who has died) and
on the individual’s mental health, a range of
sources were utilised to build a picture that took
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account of the individual’s social context as well
as psychological factors. For each of the case
studies, semi-structured interviews were under-
taken with the student’s parents (sometimes
individually but mostly together) and, where
possible, the student’s friends and a member of
HE staff who had known the student (either
academic or student support staff). Copies of
Coroners’ and Procurators Fiscal records were
also accessed. Two to six data sources were col-
lated for each case study and a total of 73 data
sources were collected for all 20 case studies.
Some additional interviews were undertaken:
four interviews were undertaken with friends of a
student whose death was not included as a case
study (since they were not contacted through
parents); these participants contacted the
researchers via a bereavement organisation. Ten
positive practice interviews aimed at identifying
good practice in this field were also completed
with student support staff from HEIs across the
United Kingdom.
All interviews were recorded and transcribed
with the participants’ permission. Data were
analysed thematically across the case studies
using an approach that both utilised key themes
from the literature and distinguished themes
generated by the data (Silverman, 1993; Coffey
and Atkinson, 1996). NVivo software was used to
assist the process of sorting and storing data. Case
studies were also analysed using a key events
approach that allowed for patterns and diver-
gences to be identified across cases. The nature of
the study demanded careful attention and sensi-
tivity to ethical issues and, in accordance with
good practice in suicide research (Hawton et al.,
2003), interviewees were offered a bereavement
pack designed for suicide survivors (Hill et al.,
1997) and were telephoned shortly after the
interview to check out their responses to the
interview. Participants and the HEIs have been
anonymised in this study; the research received
ethical approval from the NHS Multi-Region
Research Ethics Committee.
Findings
The case study group
In all, 18 of the 20 students studied were young
men and in this respect, the sample conformed to
the pattern of young suicides found in wider
community studies (CSIP and NIMHE, 2006).
Most of the students who died were in their early
twenties, one was under 20 years and four were
aged between 25 and 35 years. All 20 students
were white and from the United Kingdom;
attempts to include the deaths of international
students in the study were unsuccessful since
the HEIs concerned judged that communica-
tion difficulties and the sensitivities surrounding
these suicides made contact with the families
inappropriate. All the case study students were
attending HEIs away from home and most were
living in privately rented accommodation. They
were studying a wide range of subjects; one was a
postgraduate student.
Two-thirds of the students had a diagnosed
mental health problem. Four of this group had a
diagnosis predating higher education, three dis-
closed their problems at admission, although one
student’s request that this information should not
be shared meant that most of the staff who knew
her and the majority of her friends were unaware
of her mental health history until she became
seriously depressed. In a further nine cases,
students were given a diagnosis of depression by
their GP while at university. An additional stu-
dent was identified as suffering from depression
by a university counsellor. Most of the students of
this group with a diagnosed mental health pro-
blem had received a diagnosis in the year before
their death suggesting that the onset of severe and
identifiable mental health need was relatively
recent. However, it is important to acknowledge
that six of the students who died had no identified
mental health problem.
The recent histories of the students who died
exhibited a range of difficulties including rela-
tionship problems, heavy use of alcohol and drugs,
financial problems and, in two cases, concerns
about sexual identity. In four cases, there was
evidence that the student’s death was influenced
or itself had influenced another young person’s
suicide. The timing of the deaths also appeared
relevant; with the majority falling into transition
periods at the beginning and end of the academic
year (see Stanley et al., 2009). Disrupted academic
progress was a feature of the histories of half the
cases studied; these disruptions included missing
key examinations at school, changes of both pro-
grammes and institutions, periods of suspended
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study and ‘giving up on studying’. Fear of failure
was a key theme that appeared to characterise the
state of mind of a number of students in the per-
iods preceding their deaths (Bell et al., in press).
Disclosure of distress
Although most of the students who died had
given some indication of their suicidal intentions,
from the interviews it appeared that three stu-
dents had made no disclosure of their distress to
either informal sources of support or to profes-
sionals, or they had made only very limited dis-
closures which did not convey the level of risk.
On occasion, informants reported that students
flatly denied suicidal feelings when questioned.
One parent described attending a consultation
with a psychiatrist with their son who answered
‘No’ when asked directly whether he was suicidal.
Parents can experience difficulty in distinguishing
symptoms of mental disorder from ‘difficult’
adolescent behaviour (Stanley, 2005) and one
parent described how she had been misled by her
son’s behaviour:
He didn’t give the appearance of being
depressed at all that last time he came home,
rather the reverseyhe got quite cocky and
began to talk about dropping out. We tried
to get him to face up to reality but with little
success. Afterwards, I really did wonder if
this was the onset of some more serious
mental illnessy.
(Parent)
Although seven students were found to have
previously attempted suicide, it was only in ret-
rospect that the seriousness of these incidents
became evident. At the time, the risks appear to
have been minimised, either because the student
did not attend accident and emergency services
or because information about the attempt was
not widely shared. In one case, a student had
attended accident and emergency services twice
without receiving any further support. Lilley
et al.’s (2008) large-scale study in the United
Kingdom found that, while two-thirds of those
seen in hospital emergency departments follow-
ing an incident of self-harm were offered a psy-
chosocial assessment, less than half of those who
self-injured by cutting were offered this follow-
up. Health professionals in the United Kingdom
have been criticised for negative attitudes
towards both self-harm and suicide attempts in
young people (Wilson, 2003; Mental Health
Foundation (MHF), 2006).
Support from friends
In common with other young people (Smalley
et al., 2004; Office of the Deputy Prime Minister,
2005), many of the students in the case studies
appeared to have utilised friends as their main
form of support. In eight of the case studies,
friends and housemates had been involved in
providing support over a period of days or weeks
for distressed young people who were receiving
either no formal support or whose support was
confined to a prescription for anti-depressants:
y. they were very good friends y. they
took a great deal of care of him, they were
very concerned for his wellbeing and, to
some extent, opted to change their own path
through what they were doing, in order to
help him out.
(Tutor)
However, students sometimes were described as
struggling to find effective ways of supporting
their distressed friends:
y. a few days before he had told them that
he had attempted suicide with this noose
and they didn’t know what to do about it.
Because they’re 19 and they didn’t know
what to do. So they took him out to the pub
to cheer him up.
(Parent)
In a small number of cases, students ended up
providing 24-hour support for students in crisis. It
was notable that for these students contacting the
HEI’s student support services did not appear to
be an option. This seemed to be either because
the possibility did not occur to them or because
the stigma attached to counselling services ren-
dered them unacceptable in friends’ eyes. Nor
were there opportunities for them to liaise with
formal services, such as the police, who in one
case picked up and cautioned a student shortly
before his death. In another case, a student’s
housemate, who was aware of his suicidal
thoughts, persuaded him to attend the GP’s surgery
and accompanied him there, but was dissuaded
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by the suicidal student from entering the surgery
and speaking to the GP with him:
I wanted to go in with him to explain to the
GP how he had been, but he wouldn’t let me
so I waited outsidey.I asked him if he had
mentioned to the GP the suicidal thoughts
that he had been having, but from his
response I don’t think he had.
(Student’s friend)
In these cases, the identity of students’ friends as
young people, together with anxieties about
breaking confidences, may have made it difficult
for them to assert themselves in the context of
professional intervention.
Support from family
Parents still played a key role in the lives of
most of the students who died and three were
staying with their parents at the time of death,
suggesting that they had returned home for par-
ental support at a time of crisis. However, a need
to assert independence from parents and concerns
about revealing the full extent of problems meant
that some parents had a very restricted picture of
their son’s or daughter’s state of mind until after
their death.
Professional codes of confidentiality can be
experienced as excluding or undermining parents
of young people (Stanley, 2005). A small number
of parents felt that an emphasis on confidentiality
by health practitioners acted to undermine their
capacity to care for their son or daughter. These
parents considered that health professionals could
have shared more information with them:
y he could have said to [my son] ‘do you
mind if I speak to your parents?’y the GP
should say, well when it’s a matter of life and
deathy.then confidentiality has absolutely
no role to play in that argument.
(Parent)
Assurances of confidentiality have been identified
as key in encouraging young people to engage
with health services (Finlay, 1998; Stanley et al.,
2008). However, both professional guidance
(Department of Health, 2005) and research with
GPs (Stanley et al., 2008) offer illustrations of
ways in which young people’s agreement to share
information with parents can be elicited.
Use of primary care
All 11 students who were diagnosed with
depression by their GP were prescribed anti-
depressants, which a number of students were
reportedly unwilling to take. Two students were
known not to have taken the medication; among
those who did so initially, and often reluctantly,
compliance was not always consistent, especially
when medication was experienced as ineffective
or stigmatising:
y. when he got offered antidepressants at
the doctor’s with his mum, he didn’t want
them because he said it was recorded on
your record.
(Student’s friend)
Five of the students diagnosed with depression by
their GP received no psychological or NHS
counselling (though one had been referred but
did not attend), this was despite the fact that
three of them had been diagnosed between 6–12
months before their death:
No counselling, offered. No, it y. was just
drugs. Well it was almost as if, you know,
here’s a ‘script [prescription], we’ve solved
your problem, get on with it. When really he
needed a sit down and talk about his pro-
blems, he needed counselling more than
anything else.
(Parent)
In some cases, students visited their GP shortly
before their death, but the extent of their suicidal
intent was not apparent. In one case, parents
considered that the GP who saw the student
immediately before his death should have probed
more deeply for suicidal thoughts rather than
advising him to return to university to make use
of its counselling services:
y. his doctor said, ‘I can’t do anything for
you here y. it’ll be six weeks before I can
get you counselling.’ He said, ‘if you go back
to university you know you’ll get counselling
straight away’.
(Parent)
Here, the student appeared to be forced to choose
between using speedily accessible university ser-
vices or benefiting from the support available in
the parental home.
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In all, 6 of the 14 students who were diagnosed
with mental health problems used NHS mental
health services; this included two students who were
referred for alcohol addiction, two students with bi-
polar disorders and two diagnosed with depression.
Five of these six students were referred to com-
munity mental health services by their GP (one
student cancelled the appointment). In one case,
the student’s family ensured that she had contact
with mental health services from the start of her
university career and another student was referred
directly to mental health services by the HEI.
For some of this group, engagement with
mental health services was problematic; one stu-
dent made extensive use of mental health services
over the year before his death, but failed to make
contact with local services when he returned
home in the vacation. Another student did not
attend his appointment because of concern over
the stigma associated with a psychiatric diagnosis.
Liaison and co-ordination between services
Lack of communication and co-ordination
between the different services and professionals
involved in providing support was a key theme in
the accounts of professional support offered
before a student’s death. This problem is identi-
fied by the UK national suicide prevention strat-
egy documents (Department of Health, 2002;
CSIP and NIMHE, 2006).
Some parents who were caring for their son or
daughter while they were living at home described a
lack of continuity of personnel within local health
services that made communication difficult:
He went to see the GP, I think he put him on
an antidepressant y. And he said, ‘unfortu-
nately I can’t see you again because I’m going
on a secondment for several weeks, but I’ll
hand you over to one of the partners, and they
will deal with you’, so he saw another partner,
who said that there would be a CPN [Com-
munity Psychiatric Nurse] arranged y.A
CPN camey. The next week another CPN
came, we’re now in the third week of since
he’d come back from universityy. and he
came into the kitchen and said, ‘they keep
asking me all the same things, these people’,
he said ‘I’ve told them all thisy’
(Parent)
Parents also criticised the lack of effective joint
working between HEI staff and primary health
services:
Now at the inquest it came out,y. that he’d
seen a counsellor and it also came out that
he’d been to his GP y. saying that he felt
suicidal, that he was depressedy. that was
when he was prescribed the antidepressant
but from what I gather, there was no contact
between the GP and the counsellor at the
university, or the GP and anyone else for
that mattery
(Parent)
However, in one case, HEI staff acted immedi-
ately to secure mental health service intervention
for a student in crisis:
The college set it up yes, absolutely, because
I rang them before she was coming back
and told them in great detail what had
happened before and I said, ‘I’m very wor-
ried about her’, and so theyy she went back
on the Sunday and was at a psychiatrist on
the Monday, they’d already booked an
appointment.
(Parent)
In another case, a psychiatrist who saw a student
who admitted to thoughts of overdosing made an
urgent referral to the HE counselling service and
he was seen the following day.
The distance between a student’s family GP
and HEI services appeared to function as a major
barrier to communication. This student’s parents
found their local doctor unhelpful about where
their son might receive further support:
When we saw a doctor, he told the doctor
he’d been cutting himself and we said, ‘so
what happens now?’ [The doctor asked]
‘Have you a counsellor at university?’y.but
we worried about where do you go from
there y.what’s the progression after?
(Parent)
Parents also described breakdowns in commu-
nication and co-ordination between primary health
care and community mental health services:
They [the community mental health team]
didn’t tell the GP that he had turned down
this first meeting. The other problem was
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them ringing up and saying, ‘can I speak to
him?’ three days after he’d taken his life.
They should be switched on enough to know
what’s going on in their own area ythey
should have a proper system wherey.the
information is available.
(Parent)
Students’ attitudes towards support services
A lack of communication and co-ordination
between services was often combined with
reluctance to access and use services on the part
of students. The shame associated with seeking
help and the stigma attached to mental health
problems through contact with mental health
services were frequently cited as disincentives to
using services:
Friend 1:yeverything else that we suggested,
really sort of positive things like you know
can we get you to go the GP, do you fancy
speaking to some sort of counsellor, the
[professional organization] offer a counselling
service, that sort of thing, he didn’t want, he
didn’t want any of those sorts of things.
Friend 2: There, yeah, he was quite het up
on the stigma associated with mental illness.
y.he would find it very difficult to go to
those type of people and say, ‘look, I’m not
really the person you see, I’m this, you know,
drop-out who wants to end my life’
(Student’s friends)
The stigma associated with disclosure of mental
health problems may be perceived as a particular
barrier to career progression by students on pro-
fessional programmes such as nursing or social
work (Stanley et al., in press, 2011), but an aware-
ness of stigma was not confined to professional
students in this study and has been reported by
other studies with the student population (Tinklin
et al., 2005; Quinn et al., 2009).
As noted above, a perceived stigma was also
attached to the use of anti-depressants. The con-
cern that they would not make an immediate
difference meant that they were frequently not
taken. Anti-depressants were also unpopular with
some students who favoured natural, non-medical
approaches to health:
y he held the medical profession generally
in sort of fairly low regard. He didn’t really
trust or believe in conventional medicine,
I think he was so much more interested in
sort of alternative medicine and holistic
medicine, so pills and potionsydoctors just
left him cold reallyyhe was very sceptical.
(Student’s friend)
Talking therapies were clearly more acceptable to
some students but others showed a similar resis-
tance to engagement with counselling services:
y.he was very sceptical about counselling
and therapists and he was just trying to
outwit them rather than actually accepting
that they might be able to help him. So I
think that the sessions he had were just a bit
of a disaster because of that reasony
(Student’s friend)
Analysis of the case study data suggested that in a
number of cases students had failed to engage
with services sufficiently early or in sufficient
depth. The data convey a range of reasons for this
lack of engagement including students’ percep-
tions of services as stigmatised or ineffective;
the difficulties experienced by friends and family
members in accessing appropriate support for
individuals whom they thought to be at risk and a
lack of co-ordination between services.
The positive practice interviews with staff in
HE support services identified a number of stra-
tegies that HEIs have adopted in attempts to
minimise the stigma attached to seeking profes-
sional support. Peer support was seen as a means
of harnessing students’ natural inclination to look
to their friends as a first line of support and as
offering a less stigmatised form of help. The HE
staff interviewed also emphasised the value of
establishing good communication with primary
care or mental health professionals, but this was
more likely to be conceptualised as a relationship
with an individual or particular GP practice than
as a wider organisational link.
Discussion
The findings presented here are drawn from
completed suicides that occurred before 2006 and
recent developments in practice may not there-
fore have been captured. However, qualitative
suicide research requires a period of time to have
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elapsed between the deaths studied and fieldwork
to allow participants to describe distressing events
‘from a distance’. This study is also limited in that
the case studies may be unrepresentative and par-
ticipants may not have disclosed matters that they
considered might cause distress. The research team
sought to minimise these risks by seeking a wide
range of informants and offering reassurance to
gatekeepers and participants that the study was
attempting to learn lessons rather than to appor-
tion blame. Engagement with the primary care
practitioners working with the students who died
was not possible within the confines of this study.
This might mean that important sources of infor-
mation have been missed and this could provide
the focus for further studies.
Key messages for primary care services include
the need for collaboration between GPs caring
for students in the family home and those treating
them at university. Students’ ambivalence about the
use of anti-depressants and their preference for
other forms of intervention also need to be directly
addressed in GP consultations. This study also
found that communication between student support
and local NHS services varied considerably among
HEIs. Accounts in the literature (Waller et al., 2005)
indicate that close relationships are often fostered
by particular clinicians who have an interest in
student health. HE staff interviewed emphasised
that local mental health services were often under-
resourced and did not regard students as a priority
group. There is little evidence available to indicate
implementation of the Royal College of Psychia-
trists’ (2003) recommendation that NHS Mental
Health Trusts should appoint a designated member
of staff to take responsibility for liaison with HEIs
in areas with substantial student populations.
However, some of the impetus for the devel-
opment of such relationships needs to come from
within the HE sector and not just health practi-
tioners. HEIs are increasingly emphasising their
role in their local communities (Watson, 2007);
community engagement needs to extend beyond
the economic role of the HEI to include dialogue
with local primary and secondary health care
services concerning students’ access to mental
health resources, contributions to local public
health strategies and increased co-ordination
between HEIs and local health commissioners.
Primary care practitioners also need to be
proactive in communicating concerns about
vulnerable students to student support services.
This will generally require the patient’s agree-
ment, which may be forthcoming if liaison with
the HEI is conceptualised as a means of reducing
academic demands on students. HEIs can be
complex organisations to communicate with but a
number of HEIs have appointed mental health
advisers or co-ordinators who assume responsi-
bility for co-ordinating the service response to
students with identified mental health needs. Such
individuals offer a valuable contact point for
primary care staff. They can assist those deliver-
ing primary care to develop a clear picture of the
health and counselling services offered by HEIs
and they offer a channel for communicating with
HEI staff about students at risk.
Conclusion
In its focus on completed suicides, this study inevi-
tably highlights the failures rather than the achieve-
ments of HE and primary care services in preventing
suicide. However, the findings deliver some impor-
tant messages concerning both the co-ordination of
services and students’ willingness to use relevant
services at times of crisis. If primary care services
are to substantially increase their accessibility for
students in crisis, students themselves will need to
be consulted about what would reduce perceptions
of stigma and ensure that services are experienced as
available and user-friendly. Approaching such con-
sultation as a joint task might lay the ground for
increased communication and collaboration between
HE and primary care services.
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